
CHRONIC PAIN ASSESSMENT SCALE

1. How would you rate your AVERAGE pain level over the last week?

2. How would you rate your WORST pain level over the last week?

3. How would you rate your BEST pain level over the last week?

4. What makes your pain worse?

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

5. What makes your pain better?

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Securely send completed form via ketamineoc.com/forms Fax (949) 315.7162Phone (949) 392.0159
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Patient’s Name _________________________________________________    Date ______/______/______


	Chronic Check Box - 01: Off
	Chronic Check Box - 02: Off
	Chronic Check Box - 03: Off
	Patients Name: 
	Date Month: 
	Date - Day: 
	Date - Year: 
	Text Line 1: 
	Text Line 2: 
	Text Line 3: 
	Text Line 4: 
	Text Line 5: 
	Text Line 6: 
	Text Line 7: 
	Text Line 8: 


